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Abstract: Purpose: Investigations of health and wellness in later life tend to be through a lens of dependency with the 

primary focus on deficits, loss and decline. Much less attention has been focused on the creative, adaptive and proactive 

aspects of aging and health within the context of residential relocation. This study explores the extent to which older 

adults employ proactive strategies to enhance person-environment fit and how these strategies interact with demographic 

and health characteristics.  

Design and Methods: We employ annual data (1990 – 2000) from the Florida Retirement Study, a panel study which fo-

cuses on late-life adaptation of older adults residing in an active living retirement community (n=601). Logistic regression 

techniques were used to test the relative influence of the predictors (i.e., demographic characteristics, health status, social 

resources and proactive strategies) in predicting the likelihood of moving over a ten year period.  

Results: Findings confirm prior research that female gender, older age, shorter housing tenure and poorer health are all 

predictors of moving. We also found that planning for future care and marshalling social support influence the likelihood 

of moving. This suggests that older adults, even when faced with stressors associated with aging, engage in proactive 

strategies as a means of achieving person-environment congruence.  

Implications: Moving is a key and often overlooked option that older adults can exercise in order to enhance quality of 

life. Developing interventions that increase proactive strategies of older adults may bolster personal competency and ulti-

mately contribute to person-environment congruence.  

Keywords: Residential mobility, person-environment fit, proactive coping. 

INTRODUCTION 

 Scientists project that current mortality and longevity 
trends will continue over the next several decades, with mor-
tality rates declining and life expectancy increasing [1,2]. 
There is also evidence for declining disability rates among 
the elderly population [3]. Thus, it is no surprise that con-
cepts of healthy aging and quality of life have emerged as an 
important focus in gerontological research in recent years [4-
7]. On the one hand, it may be argued that aging well is an 
impossible feat when coping with disease and disability. Yet, 
on the other hand, many older adults lead vibrant, productive 
and fulfilling lives despite changes in health and disruptive 
life events [8,9].  

 Many facets of healthy aging and quality of life have 
been explored in the literature, ranging from psycho-
sociological [10-12] to biological [13] perspectives. How-
ever, much less attention has been given to “aging well” 
within the context of illness and frailty. Few studies have 
focused on residential relocation as an attempt by older 
adults to maintain their quality of life. Even fewer studies 
have focused on residential relocation as a major adaptive 
response of older adults to health-related stressors and  
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normative losses associated with old age. This paper takes on 
this challenge by exploring the extent to which older adults 
(who previously migrated at retirement age to the Sunbelt) 
employ proactive strategies to enhance person-environment 
fit and how these strategies interact with demographic and 
health characteristics.  

 Despite the positive trends in health and longevity dis-
cussed above, nearly nine out of ten older adults have at least 
one chronic disease [14]. Furthermore, chronic disease and 
increasing frailty is associated with advanced age; the aver-
age 75 year-old has three chronic conditions and takes five 
prescribed medications [15]. Chronic disease is also associ-
ated with difficulties in carrying out day-to-day tasks [16], 
with greater impairment serving as an impetus for many 
older adults to make adjustments and modifications in their 
daily lives to accommodate their changing health needs. 
Strategies include making home modifications (e.g., install-
ing walkway ramps, grab bars), enlisting social support from 
family and friends, or when health needs overwhelm avail-
able resources, moving to more supportive living environ-
ments (e.g., assisted living facility).  

 A central question arises when we consider older adults 
who have migrated at retirement age to the Sunbelt and how 
they might fare in the quest to age well when faced with 
threats to their independence. Do they face particular chal-
lenges when their health begins to worsen given that they 
have left behind their “lifetime” social support networks? 
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One might argue that it is likely that social ties “back home” 
could weaken, and in some cases become “deactivated” ow-
ing to passage of time, geographic distance and decreased 
competency in marshalling support. So we might ask, given 
that a move to a retirement community is a strong commit-
ment to a distinct lifestyle that has been planned for over 
many years, what strategies do these Sunbelt migrants en-
gage in and how do these strategies influence whether a 
move is undertaken in response to stressors? Alternatively, 
to what extent do Sunbelt retirees exercise agency (e.g., pro-
active strategies, enlisting social support) when faced with 
stressors associated with later life (e.g., declining health, 
widowhood)?  

 In order to explore these questions, the present study util-
ized longitudinal data from a sample (n=601) of older adults 
residing in an active-living retirement community located on 
the west coast of Florida. The goal of the study was to exam-
ine the relative influence of demographic characteristics, 
health factors, personal resources (e.g. availability of social 
support) and proactive strategies (e.g. planning for future 
care) in predicting the likelihood of moving over a ten year 
period. Person-environment fit theory was utilized as the 
theoretical framework for understanding the role of agency 
in later life within the context of health and housing. We 
suggest that residential moves made to overcome person-
environment incongruence constitute a prototype of exercis-
ing human agency (e.g., marshalling support, planning for 
future care) within the constraints of social structure (e.g., 
income, education, homeownership) and environmental de-
mands (e.g., characteristics of residence).  

THEORETICAL FRAMEWORK AND BACK-
GROUND  

 Older adults represent just 3.4% of all movers [17]. 
Moreover, older adults prefer to age in place [18,19], even 
when frail [20]. Yet, many older adults move, and often do 
so when their housing no longer meets their needs.  

 The ecological model of adaptation and aging [21] pro-
vides a useful theoretical framework for understanding later 
life residential relocation. This model has been used to ex-
plain various aspects of residential change in later life, in-
cluding forced relocation [22, 23], moving to institutional 
living [24], and housing satisfaction [25]. Based on the eco-
logical model (and the larger concept of person-environment 
fit theory), individuals engage in an ongoing assessment of 
their external stressors and personal needs, and are ultimately 
motivated to maintain balance between internal states (i.e., 
sensory, cognitive, perceptual states) and external stimuli 
(i.e., environmental demands). This balance, or homeostasis, 
is mediated by the person’s competence (e.g. the physical, 
mental, and emotional capabilities). The result of the interac-
tion between environmental press and competence is adap-
tive behavior. Later developments of the model incorporate 
the concept of congruence [26, 27]. Central to congruence is 
that preference varies by person and environments vary in 
the ability to meet desired needs/preferences of the individ-
ual. Adaptive behavior is the mechanism through which 
congruence is achieved or maintained.  

 Applying the ecological model to residential relocation in 
later life, congruence is achieved by one of three means, (1) 
altering environmental press, (e.g., modifying one’s home 

such as installing a ramp or handrails or arranging in-home 
services), (2) reordering one’s hierarchy of preferences (e.g., 
I will live with my daughter to maintain a sense of independ-
ence, even though I prefer to live alone), or (3) by leaving 
the environment (moving to a more supportive environment 
such as an assisted living setting or a nursing home) [26, 28, 
29].  

Demographic Predictors of Moving in Later Life 

 The literature on demographic predictors of residential 
moving in late life has produced mixed results. Some studies 
indicate movers are more likely to be older and female than 
non-movers [30, 31], whereas others report that neither age 
nor gender influence moving [19, 32, 33]. Yet others argue 
that residential stability is dependent upon age, with the old-
est-old experiencing the greatest residential instability [34]. 

 Conflicting results may be attributable to the fact that 
move-related outcomes are conceptualized differently across 
studies. For example, age and gender may differentially im-
pact outcomes such as “planning to move” versus “actual 
moves” or the type of residence moved to (e.g., nursing 
home). Another reason for inconsistent results may in part 
relate to the fact that age and gender are intricately linked: 
females are more likely to outlive males, and as result, they 
are less likely to be married and, thus, live alone. Further-
more, living alone is predictive of nursing home placement 
[35]. As such, we would expect to find a greater percentage 
of nursing home residents to be older women than older 
men. In fact, women are three times more likely to reside in 
a nursing home than men [36].  

 The impact of SES on moving has produced less equivo-
cal findings; movers are more likely to be older, poorer and 
to live alone than non-movers [30]. On the other hand, we 
also have empirical support for a positive relationship be-
tween SES and moving when we consider intention to move 
rather than “actual” moves [19, 32]. As with age and gender, 
SES may differentially impact move-outcomes based on how 
moves are defined and measured. Nonetheless, ability to 
make a residential move necessitates some degree of finan-
cial means and may preclude some to express intent to move, 
but when faced with a health crisis or other critical events, a 
move may override personal preference. Few studies report a 
significant association between education and the likelihood 
of moving. However, non-significant trends show that in 
general, movers tend to report lower education levels than 
non-movers [30, 31].  

 As found with other demographic characteristics, con-
flicting results characterize the relationship between living 
arrangements, marital status and moving. For example, re-
search shows that movers are more likely to be married (and 
living with their spouse) [31]. Whereas, other research indi-
cates that movers are more likely to live alone [33], are wid-
owed [30, 37-39] or are widowed and living alone [32], es-
pecially when predicting moves to a nursing home [40]. Yet 
others, report that living arrangements have no predictive 
power [19]. Arguably, living arrangements is closely associ-
ated with marital status, and as a result, it is difficult to dis-
entangle the independent effects of living arrangements and 
marital status—particularly when we note that spouses often 
serve as the primary source of social support and caregiv-
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ing—a resource that may make the difference in being able 
to remain in one’s home.  

 Parental status and proximity to adult children increase 
the likelihood of moving in later life, with movers less likely 
than non-movers to have children living nearby [33]. Thus, 
having children and having them close by may serve to “an-
chor” aging parents to their homes. Anchoring to one’s home 
is also reflected in the length of residency and homeowner-
ship, with both strongly predictive of who is likely to move. 
Renters and shorter residency tenure are associated with 
moving [34, 41, 42]. In fact, housing tenure is often used as a 
proxy measure for assessing “place attachment” or the affec-
tion one has for one’s home, community, or neighborhood. 
In this sense, the stronger the ties to a place, the more likely 
one will remain in that residence [33, 43]. The propensity to 
“not move” may be explained in part by the “principle of 
cumulative inertia” [44], which states that the probability of 
remaining in a current social state increases as a direct func-
tion of prior time spent in that state. Thus, it is reasonable 
that older adults, who live in their homes for greater periods 
of time, are less likely to make a residential move than their 
younger counterparts. 

Health Status Predictors  

 On the surface it appears that the relationship between 
health and moving is straightforward, with those being sicker 
more likely to move. Extensive research exists that supports 
this claim, particularly when predicting moves to institu-
tional settings. Risk factors associated with moving from a 
community residence to a skilled nursing facility include, 
dementia, and difficulty performing IADL and ADL [35]. 
Moreover, research also reports that declining cognition, 
regardless of a dementia diagnosis, [45] predicts moving to a 
nursing home.  

 Upon closer examination, however, we note that the rela-
tionship between health and moving is a complex relation-
ship. For example, we have evidence that physical impair-
ment (i.e., ADL difficulty) has an independent influence on 
moving; the greater the difficulty with performing personal 
tasks such as grooming, toileting and eating, the more likely 
a move is made [46]. On the other hand, research indicates 
that health status alone is not a significant predictor of mov-
ing [31]. Others argue that health is predictive when we con-
sider the relationship within the context of income. For in-
stance, Speare et al. [46] found that low income older adults 
who are in better health were more likely to move than those 
in poorer health. Additionally, Pastalan [47] found that older 
adults who were wealthier and healthier were more likely to 
move. Yet others, such as Colsher & Wallace [30], found 
when controlling for age and gender, movers were more 
likely to report poorer physical functioning (i.e., difficulty in 
performing ADL), more doctor visits, greater levels of de-
pressive symptomatology, and lower levels of life satisfac-
tion.  

 It appears that the relationship between health and resi-
dential mobility is unclear; in part because of the contradic-
tory influence which poor health can have on relocation. 
First, poor health may facilitate movement. When in poor 
health, older adults may move to more supportive residential 
settings in order to meet their care needs [48]. Alternatively, 
poor health may impede moving since people in poorer 

health may not want to move away from familiarity, com-
fort, and security; despite the need for more suitable housing 
[49]. Contradictory results may also be present because most 
studies utilize only one or two measures of health status [46, 
48]. Including a full spectrum of health measures that in-
clude mental and physical impairment would be useful, par-
ticularly since physical and mental impairment frequently 
coexist [50, 51]. 

 In addition to the measures of health noted above, falling 
and balance difficulties are also important indicators of mov-
ing. Research consistently demonstrates that falling may 
have serious health consequences [52], leading to fractures, 
functional decline and even death [53]. Falling is often used 
as an indicator of frailty [54, 55] and is predictive of subse-
quent institutionalization [56]. Moreover, frequent falling 
can play a pivotal “role in accelerating a downward spiral” 
for an older person [56, p. M492].  

Social Resources and Proactivity: Coping, Planning for 
Future Care, and Social Support  

 Social support has been shown to mediate stressful life 
events [57, 58], and to be an indicator of social integration 
[59], thereby contributing to well-being [60]. Having some-
one to turn to (e.g., close friend or confidante) can be benefi-
cial in reducing the effects of a stressful event or situation 
[59]. Social support may also be an important factor in the 
investigation of moving in later life. For example, having 
strong supportive ties to family or friends may influence an 
older person to remain in an area or home, even when health 
or life crises occur. In fact, research indicates that having an 
adult child living in the area reduces the likelihood of an 
older person moving [33] as children, particularly daughters, 
are the most common providers of social support and of 
caregiving second only to spouses [48, 59, 61].  

 Research suggests that the use of social support when 
conceptualized as proactive coping can assist us in under-
standing how people manage stressful events, and especially 
how they utilize information obtained from others [62]. For 
example, based on social comparison theory, individuals 
require consistent, accurate appraisals of themselves [63], 
and when objective, non-social benchmarks are unavailable, 
they seek out the others who are both “socio-culturally” and 
“situationally” similar [64]. In this sense, “coping assis-
tance” occurs when similar others suggest coping techniques 
for the seeker to adopt. The concept of coping assistance, 
specifically the frequency to which older adults engage in 
this behavior, may be particularly helpful when applied to 
moving. Turning to similar others for advice may allow the 
person to adopt coping techniques that will facilitate the ac-
tion under consideration (e.g., not moving). For instance, a 
friend who recently went through a similar experience may 
suggest relying on volunteers or to use transportation serv-
ices of the local senior center, rather than moving to another 
residence.  

 Proactive planning as an explanatory variable has re-
ceived much less attention than health status, demographic 
characteristics or social support in predicting who moves in 
later life. Studies that have focused on planning by older 
adults have tended to examine two main areas: planning for 
retirement and end-of-life advance directives. Only recently 
have researchers investigated broader measures of proactive 
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behavior patterns such as planning for future care needs [65, 
66]. This body of work reveals that older adults are not likely 
to plan for their long-term-care needs [65-67] and if they do 
make plans, they tend to underestimate their needs [68]. Fac-
tors associated with non-planning include thinking that 
things will improve, believing that planning for the future is 
useless and not wanting to see one self as vulnerable [67]. 
Yet other research demonstrates that older age and greater 
difficulty performing ADL and IADL’s is predictive of mak-
ing concrete plans for future care [69]. This suggests that 
viewing oneself as “dependent” or becoming dependent may 
act as a motivating force to take action to make plans for 
needs that appear inevitable.  

METHODS 

Sample 

 Data for this research are from the Florida Retirement 
Study, a panel study which focuses on late-life adaptation of 
community dwelling older persons [70]. Eligible respondents 
met three criteria: (1) they were age 72 or older, (2) living in 
Florida at least 9 months of the year, and (3) healthy enough 
to complete a 90-minute face-to-face interview (see [71] for 
details on sample recruitment). Baseline data collection oc-
curred in 1990 (N=1000). Respondents have been inter-
viewed annually since then. After baseline, the study has 
continued to follow respondents who moved, including those 
who relocated to other cities or entered nursing homes or 
assisted living facilities. This study utilizes annual data 
(n=601) from the first ten years of the study (Wave 1 
through Wave 10).  

 From the original sample of N=1000, we excluded re-
spondents who had incomplete panel data (i.e., no annual 
data from Wave 2 through Wave 10) (n=225) and who lived 
in a different retirement community from the majority of 
respondents (n=87). Couples were also excluded. There were 
87 couples in the original study, of which we randomly se-
lected only one respondent per couple (n=87), yielding a 
total of 601 study respondents.  

 A respondent was considered a “mover” if they made a 
permanent change in their residence and moved out of the 
retirement community. A move could occur anytime 10 
years post-baseline (Wave 2 through Wave 10). Addresses 
were tracked for each year for the length of the study period 
(censoring for data owing to death, refusal, or loss to follow-
up). Just under one-half (46.5%) of the sample died by the 
end of the study period (mean time to death = 6 years; std. 
dev. = 2.6). While the majority of our sample did not have 
right-censored data (78%), we recognize that not all respon-
dents had an equal opportunity to make a move during the 
study period. Thus, movers in our sample are conservatively 
estimated. However, we did adjust each logistic regression 
model for nonrandom attrition (see Analysis section). 

MEASUREMENT AND ANALYSIS 

 All predictors were measured at Wave 1. The outcome of 
interest, residential move out of the retirement community, 
was measured as a dichotomous variable (0 = no, did not 
move; 1 = yes, moved). The first move out of the retirement 
community was the focus of the current study. The move 
could occur anytime over the study period (i.e., post baseline 
through Wave 10). First moves were the focal outcome vari-

able as our primary interest was to determine the relative 
importance of health, social and proactive factors in predict-
ing the likelihood of moving out of a retirement community 
setting within the context of seeking person-environment fit 
congruence.  

Predictors 

 Demographic characteristics were measured by standard 
interview questions and included: age (years), gender (fe-
male=1), education (years), income (under $15K=1 versus 
$15K and greater=0), marital status (married vs. not mar-
ried), living arrangements (alone=1, with spouse/other=0), 
parental status (has at least one child=1 vs. childless=0) and 
proximity of family living in state (yes, had at least one fam-
ily member living in Florida=1 vs. no=0). Assessments of 
homeownership (rent=1 vs. own=0) and housing tenure 
(years in current home) were also included. As widowhood 
was acknowledged as a potentially important explanatory 
variable, a variable was created indicating if a respondent 
was widowed within two years of the baseline interview 
(yes=1; no=0).  

 Health status was assessed using four measures: func-
tional limitation, cognitive impairment, self-rated physical 
health and falls. Functional limitation was measured by the 
OARS Activities of Daily Living (ADL) and Instrumental 
Activities of Daily Living (IADL) Index [72, 73]. To assess 
IADL levels, respondents were asked a series of three ques-
tions reflecting their difficulty with carrying out the follow-
ing activities: (1) doing your own housework, (2) preparing 
your own meals, and (3) shopping for groceries. Items were 
summed and divided by three to retain the response metric, 
with a possible range of 1 (no difficulty all items) to four 
(always, all items). ADL functioning was assessed through 
the use of five questions asking respondents to what extent 
they are having trouble with personal tasks such as (1) wash-
ing and bathing, (2) dressing and putting on shoes, (3) get-
ting to or using the toilet, (4) getting in/out of bed unassisted 
and (5) eating without assistance. The same procedure used 
to create the IADL index was utilized to create the ADL in-
dex.  

 Falls was measured by a single item: “In the past year, 
have you experienced any falls?”(yes=1; no=0). The Short 
Portable Mental Status Questionnaire (SPMSQ) was used as 
a screening method to assess for cognitive impairment [74] 
at baseline. Respondents were asked a series of ten questions 
(e.g., “What day of the week is it?”, “What year is it?”, 
“What is the name of the president?”). Incorrect responses 
were coded as (1) and correct responses as (0). Incorrect 
responses were counted. A dichotomous variable was cre-
ated. Respondents with scores of “no errors” were coded as 
0; all others were coded as 1.  

 Subjective health was assessed at baseline by a three-item 
scale. The items include, (1) “In general, do you consider 
yourself a very healthy, healthy, fairly healthy, sick or very 
sick person?”, (2) “In general, considering your health over 
the past year, would you say your health is excellent, good, 
fair, poor or very poor?”, and (3) “Compared to other people 
your age, would you say that your health is much better, bet-
ter, about the same, worse or much worse over the past 
year?”. Two items were reverse coded. All items were 
summed to create a subjective health score ranging from 
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poor (1) to excellent (5). Higher scores reflect greater levels 
of subjective health. Alpha reliability for this scale = .80.  

Social Resources and Proactivity 

 Social resources were measured by two domains: avail-
ability of social support and social support received from 
friends and family. The measure of availability of social 
support was assessed by a single dichotomous item, “Do you 
have at least one person you can trust to share your feelings 
thoughts and concerns with?” (1=yes; 0=no). Social support 
received was measured using the ECRC Received Support 
Scale [75]. This scale assesses instrumental support received 
from family and friends. Separate scales were created for 
support received from family and from friends. Instrumental 
social support received from family, consists of a 4-items 
scale (e.g., help with transportation, cooking, cleaning, and 
personal help), with possible response categories ranging 
from never (1) to always (5). A higher score reflects greater 
instrumental support received from family. The Cronbach’s 
alpha reliability for this scale = .87. Instrumental social sup-
port received from friends was created in the same manner, 
with the exception that the scale included three, rather than 
four items (i.e., received help with cooking was eliminated 
from the scale since the alpha reliability without the item 
( =.73) was higher than with the item included in the scale 
( =.68)).  

 Proactivity was measured by three domains: 1) mar-
shalling support, 2) planning for future care, and 3) coping 
assistance. The assessment of marshalling support or the 
degree to which a person is reluctant or comfortable in turn-
ing to others for help is measured by two items. The first 
item asks respondents, “How easy do you find it to ask oth-
ers for help?” The second item asks, “How easy do you find 
it to talk to others about your problems?” Items were 
summed, with a possible range from 2 (not much on both 
items) to 10 (very much on both items). Planning for future 
care was measured by one item, “Have you thought about or 
made plans about your care if you were to become disabled” 
(1=yes; 0=no). Coping assistance was measured by a single 
item, “When confronted with stress, I ask people who have 
has similar problems what they did”, with response catego-
ries ranging from (1) never to (5) very often. Thus, higher 
scores reflect greater frequency of asking others for help. 

ANALYSIS 

 Data were screened at the univariate and bivariate level 
to allow for the identification and resolution of data peculi-
arities, thereby promoting statistical robustness at the multi-
variate level [76]. The statistical software package, SPSS 
version 17.0 was utilized for all data analysis [77].  

 Zero-order correlations were computed to determine the 
degree of relationship between predictors and the outcome 
variable. A minimum of 10 cases per parameter in the model 
was used in order to produce reliable estimates and to be able 
to converge on a solution [78]. Also, crosstabs were run to 
ensure that cells formed by categorical independent variables 
had cell frequencies of at least one case or more and that no 
more than 20% of cells have fewer than five cases.  

 Logistic regression was used to test the relative influence 
of the predictors (i.e., demographic characteristics, health 
status, social resources and proactive strategies) in precipitat-

ing a move by study respondents. This statistical approach is 
appropriate when the dependent variable (e.g., moved 
[yes/no]) is a dichotomous variable and when predictors are 
a mix of categorical and continuous variables [79]. 

 A three-step model was utilized to estimate the odds of 
making a move. Variables were input based on theoretical 
linkages to the other variables in the model. Variables were 
entered in the model in the following order: The first block 
(model) included demographic variables (e.g., age, gender, 
education, income)1. The second model, added each of the 
health status variables (e.g., physical and cognitive impair-
ment, falling, self-rated physical health). The final model 
included the proactive resource variables (e.g., marshalling 
support, planning for future care, and assistance coping).  

 Each model was adjusted for nonrandom attrition using a 
hazard rate instrument based on the inverse Mills ratio ex-
pressing the likelihood of not remaining in the study for all 
study waves [80]. A probit equation estimates the likelihood 
of completing all waves of the study. Based on that likeli-
hood, an inverse Mills ratio is calculated for each case so 
that high values reflect a strong likelihood of not completing 
the study. This variable is entered into the model as a covari-
ate [81]. Thus, our results are most likely conservative esti-
mates of both the prevalence of moving as well as the pre-
dictive power of our independent variables.  

RESULTS 

 Just over one-half (52.1%) of respondents moved out of 
the retirement community during the study period (Wave 3 
to Wave 10). Descriptive statistics for the sample are pre-
sented in Table 1.  

Table 1. Demographic Characteristics of Sample (N=601) 

 M (SD) 

Age (72 – 95 yrs)  78.6 (4.1) 

Education (6 – 23 yrs) 13.7 (2.5) 

Housing Tenure (1 – 26 yrs) 11.2 (5.7) 

Marital Status  Percentage 

 % married 43.9% 

 % widowed 49.9% 

 % divorced or separated 2.5% 

 % never married 3.7% 

Recently Widowed (% yes, prior 2 yrs) 10.0% 

Gender – Female (% yes) 66.9% 

Income - Less than $15K (%) 22.8% 

Living Arrangements (% alone) 55.6% 

Has Child(ren) (% yes) 78.0% 

Owns Home (% yes) 86.4% 

Has Family Living in Florida (% yes) 43.4% 

                                                
1Ten (3.8%) married respondents did not live with their spouse at baseline. A decision 

was made to exclude marital status and include living arrangements (lives alone; 
yes=1, no=0).  
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 The majority of participants were female (66.9%), not 
married (56.1%), lived alone (55.6%), had at least one child 
(78%) and had a high school degree or higher (88.9%). With 
respect to race/ethnicity, all participants were Caucasian. Just 
over one-fifth (22.8%) reported an annual income of less 
than $15,000. For this sample, the mean age was 78.6 years 
(SD=4.1; range=72 to 95) and the mean number of years 
living in their home at baseline (Wave 1) was 11.2 years 
(SD=5.7). A majority (86.4%) of participants owned their 
home; no one owned a second home. Less than half (43.4%) 
reported having a family member living in Florida at base-
line.  

 A three-step logistic regression was used to predict the 
likelihood of moving based on demographic characteristics, 

health status, social resources and proactive strategies. Table 
2 shows the logistic regression coefficient ( ), standard error 
and odds ratio (Exp(B) for each predictor in the model. The 
first model examined only the demographic variables, of 
which age, gender, education and housing tenure were statis-
tically significant. Increasing age, higher education and fe-
male gender (compared to male gender), were significant 
predictors of moving. The odds of moving increase 6% for 
each unit increase in age (year), 11% for each additional year 
of education and increase by a factor of 3.14 for women 
compared to men. In contrast, the longer a respondent lived 
in their home, the less likely they were to move (compared to 
those with less housing tenure). The odds of moving de-
crease by 6% for each additional year a respondent lived in 
their home. The model yielded a -2 log likelihood of 774.219 

Table 2. Logistic Regression Results. Demographic Characteristics, Health Status and Proactivity Predictors of Residential  

Relocation 

 Model 1 Model 2 Model 3 

 b SE Exp (B) b SE Exp (B) b SE Exp (B) 

Demographic Characteristics          

Age (yrs) .058 .022 1.06** .057 .023 1.06** .054 .023 1.06* 

Gender (female=1; male=0) 1.142 .203 3.14*** 1.167 .206 3.21*** 1.129 .210 3.12** 

Education (yrs) .107 .036 1.11** .107 .037 1.11** .095 .037 1.10** 

Income (<15K=1, else=0) .335 .224 1.40 .263 .229 1.30 .206 .232 1.25 

Has Children (yes=1; no=0) .338 .213 1.40 .359 .216 1.43 .315 .218 1.44 

Lives Alone (yes=1; no=0) -.069 .201 .93 -.033 .211 .99 -.107 .264 .898 

Recently Widowed (yes=1; no=0) -.015 .301 .985 -.040 .305 .961 -.047 .309 .954 

Home Ownership (yes=1; no=0) .103 .284 1.11 .112 .288 1.12 .061 .291 1.06 

Housing Tenure (yrs) -.058 .017 .94*** -.059 .017 .94** -.060 .018 .94** 

Family in Fl (yes=1; no=0) -.051 .176 .95 -.093 .179 .91 -.064 .182 .94 

Health Status          

ADL Scale (>score, >impairment) -- -- -- .174 .528 1.20 .246 .528 1.28 

IADL Scale (>score, >impairment) -- -- -- -.045 .251 .96 -.059 .253 .94 

Cognitive Impair. (yes=1; no=0) -- -- -- .299 .271 1.35 .281 .276 1.32 

Falls (yes=1; no=0) -- -- -- .390 .219 1.48 .403 .222 1.50 

Self-rated Phys. Health (>#, >health) -- -- -- -.334 .146 .72* -.327 .148 .72* 

Social Resources and Proactivity          

 Support Rec’d–Family (>score, >support) -- -- -- -- -- -- -.028 .092 .972 

 Support Rec’d–Friends (>score, >support) -- -- -- -- -- -- .102 .176 1.11 

 Has Confidante (yes=1; no=0) -- -- -- -- -- -- -.325 .342 .722 

Planning for Future Care (yes=1; no=0) -- -- -- -- -- -- .550 .181 1.73** 

Coping Assistance (>#, >coping skills) -- -- -- -- -- -- .085 .086 1.09 

Marshalling Support (>#, >marshalling) -- -- -- -- -- -- -.100 .050 .91* 

Mortality  -.007 .400  .993  -.399  .528  .672 -.386 .542 .680 

 Constant -6.373    -4.928   -4.088   

-2 Log likelihood  774.219  763.577 747.030 

Nagelkerke R Sq. .123  .144 .176 
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and a Nagelkerke R2 of 12.3%, indicating a significant im-
provement from the initial model (i.e., block 0), whereby no 
predictors are included.  

 Model 2 added in the health status predictors (i.e., physi-
cal limitation, cognitive impairment, falls, and self-rated 
physical health). The model was significant (X2(16) = 38.55) 
and more accurately fit the data (-2 log likelihood = 763.577; 
Nagelkerke R2 =14.4%,). Each of the demographic variables 
that were significant in model 1 remained so in model 2. Of 
the health status predictors, only self-rated health emerged as 
a statistically significant predictor. The odds of moving de-
crease 28% for each unit increase in self-rated health. Falling 
in the prior year, while not significant at p<.05, was margin-
ally significant (p=.06), with fallers (compared to non-
fallers) 1.5 times more likely to move. Physical limitation 
and cognitive impairment failed to be significant predictors 
of moving.  

 Model 3 included social resources and proactivity vari-
ables. The model was significant (X2(22) = 85.09), and con-
tributed to a better fit model (-2 log likelihood = 747.030; 
Nagelkerke R2 =17.3%). Demographic and health variables 
significant in model 2 remained statistically significant. 
While the social support variables were not significant, two 
of the proactive behaviors (i.e., planning and marshalling 
support) emerged as significant. For planners compared to 
non-planners (for future care) the odds of moving increase 
by 1.7 and the odds of moving decrease by 11% for each 
increase in unit of change in marshalling support (i.e., each 
unit increase is associated with greater ease in marshalling 
support).  

DISCUSSION 

 Most people desire to live a life that is disease and dis-
ability free for as long as possible and to maintain their inde-
pendence even when they have health conditions that 
threaten their ability to live independently. In this study we 
examined a unique panel-study dataset which allowed for 
exploring predictors of residential moves undertaken by eld-
erly migrants moving out of an active living retirement 
community. Our sample consisted of older adults who have 
previously made an amenity move to an active-living adult 
community, allowing us to explore first moves out of a re-
tirement community in response to changing health needs 
and life circumstances. Our data also provided an opportu-
nity to explore the role that proactive strategies employed by 
older adults as they face health stressors, functional impair-
ment and frailty.  

 Prior research relating to demographic predictors of mov-
ing suggests there may be a cumulative effect in terms of 
structural factors associated with moving in late life, with 
those with less resources (older age, widowed, renters, lower 
income, living alone) and females, having a greater probabil-
ity of moving. Our research lends only partial support for 
this stated relationship. We found, as others have, women 
(compared to men) had a much higher probability of moving 
as did those who were older. We also concur with prior re-
search that longer housing tenure (p<.01) and having chil-
dren (p<.06) predict the likelihood of moving. Two proactive 
strategies, planning for future care and marshalling support, 
were also found to be important predictors of moving. Unex-
pectedly, we found that those with higher levels of education 

were more likely to move, not less likely—as some research 
suggests [33]. 

 There were other unanticipated findings. We expected to 
find that living alone, being recently widowed, renting, not 
having family living near by and having a lower income 
would each predict moving. However our results did not 
support these associations. Our limited support for a cumula-
tive effect of fewer demographic resources on moving may 
be in part related to how we defined our dependent variable. 
We used a dichotomous (yes/no) of whether a move took 
place at least once, over the course of the study (ten years 
post baseline). Since we were most interested in understand-
ing factors predicting the likelihood of leaving a retirement 
community setting, it is logical that we investigate “first 
moves”, or first moves since moving into the retirement 
community. However, future research may want to consider 
using an outcome such as the type of move made (e.g., no 
move, institutional move, non-institutional) as this may fur-
ther elucidate the relationship between demographic charac-
teristics, health status and proactive strategies in late life 
relocation. When the type of move is considered, it may help 
us understand why a variable such as income, when coupled 
with different demographic variables (e.g., income and living 
alone vs. income and home ownership) produces differential 
outcomes. For example, income and living alone are impor-
tant predictors when determining institutionally-based moves 
[35] whereas home ownership and income are salient predic-
tors of moving into a retirement community or a continuing 
care retirement community [82].  

 In our study, recent widowhood was not a significant 
predictor of moving. One potential explanation for this may 
relate to how we measured “recent widowhood”. We coded 
“recently widowed” as occurring if the event happened 
within two years of baseline. It may be that our time frame 
of 2 years was not adequate. Timing of when one becomes a 
widow in relation to moving may be an important element in 
predicting moving. In fact, Chevan’s [38] research indicates 
that being newly widowed is more predictive of moving than 
having been a widow for a period of time. Thus, we may 
need to explore how the length of time in a particular role, 
such as widowhood, in turn impacts whether one is likely to 
move. On the other hand, it may not be the length of time 
spent “as a widow” that spurs a move, but the appraisal of 
the degree to which the event overwhelms the older person’s 
competency to achieve person-environment congruence.  

 Appraisals of stressors have heuristic value in predicting 
diverse outcomes in other stress-based research. For exam-
ple, Hobfoll and colleagues [83] state that it is not the objec-
tive qualities of an event that fundamentally makes it a stres-
sor, rather it is the individual’s appraisal of the stressor and 
the ability to draw on resources that is most crucial. Apprais-
als of other life events such as hospitalization and falling 
may also serve as potentially important explanatory variables 
for predicting who is likely to move. In fact, the one health 
appraisal measure included in our study, self-rated physical 
health, emerged as the single significant health-related pre-
dictor of moving, with those in better health (compared to 
those in worse health) less likely to move.  

 How might we understand these findings? Perhaps the 
status of health (e.g. poor vs. good) is less important than is 
duration and intensity of one’s illness condition in predicting 
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a move. For instance, when an older adult experiences an 
acute illness (e.g., health events are relatively short in dura-
tion) or they experience moderate forms of disability (e.g., 
health events are time-bound and sporadic) their illness may 
be managed with the help of family, friends and neighbors. 
In such cases, health needs that arise are less likely to neces-
sitate a need to move. In such cases assistance can be pro-
vided for short periods until the older person adapts to 
changes in their health (e.g., periodic visits, phone calls or 
emails from family and friends). In contrast, as an elderly 
person begins to position themselves in the role of dependent 
care-receiver (i.e., when health events occur frequently and 
when they are debilitating and overtax personal resources), 
and as the ability to meet health needs becomes more diffi-
cult, the pressure to seek more supportive housing (e.g., as-
sisted living) may occur. In such cases, the older person may 
be less inclined to rely on friends and neighbors for care 
since “friend-ties” tend to lack the normative bonds of obli-
gation and commitment that are generally found with family 
members.  

 It was expected that the ability to marshal support and to 
plan for future care would influence moving. Our findings 
confirmed the value of asking others for advice when faced 
with stressors [84]. Those who sought social network advice 
were less likely to move. It appears that having a social net-
work and enlisting the advice of others benefited older adults 
facing stressful life situations and confirmed the value of 
proactive strategies in achieving person-environment fit con-
gruence. In terms of planning for future care, those who en-
gaged in planning were found to be significantly more likely, 
rather than less likely to move. These results may reflect 
unique aspect of planning for future care needs. Making 
plans for future care may reflect negative outcome expecta-
tions and anticipation of a disabled identity [85]. Planning 
may be a multidimensional construct with different types of 
plans reflecting different outcome expectations. It has been 
found that planning for future positive events, purchases, and 
activities is associated with a higher level of psychological 
well being among older adults confronting health related 
stressors [86]. This latter positive orientation to planning 
may reflect an optimistic and future oriented time perspec-
tive [86].  

CONCLUSION 

 This study represents a significant step toward exploring 
the factors that influence moves undertaken by older adults 
and the extent to which proactive strategies are enacted as a 
means to achieve person-environment congruence. There are 
certain limitations of this study that should be noted. First, 
despite longitudinal data, we used only Wave 1 predictors to 
predict moving over a ten-year period. Assessments of 
change in predictors were not examined. Initial health meas-
ures of physical limitations and cognitive impairment were 
not significant predictors of making a move—contrary to our 
expectation that poorer health would spur a move. On the 
other hand, it may be that poor health, as long as it remains 
relatively stable, does not predict moving, but a change in 
health does [46]. Considerations of the degree of change 
(e.g., slight vs. marked) and over what period of time (e.g., 
decline over a period of years vs. sudden) may be help us 
better understand the complex relationship between health 
status and residential moves in late life. 

 Second, we focused only on first moves out of the re-
tirement community. Future studies could expand the scope 
of moves to include multiple (or subsequent) moves. In do-
ing so, housing trajectories or “housing careers” of older 
adults could be explored. Such an exploration would ad-
vance the field if we re-conceptualize moving as a process 
rather than a single event and could allow us to see how 
other life course transitions and trajectories (e.g., family and 
work) are linked to housing careers.  

 Third, while results point to the importance of proactive 
strategies in predicting moving out of a retirement commu-
nity, we are uncertain as to the underlying mechanisms for 
these relationships. Two of the three proactive strategies 
were statistically significant predictors of moving: having 
made plans for future care and greater ease in marshalling 
support from others. Coping assistance was not a significant 
predictor. More specific data is needed on planning and mar-
shalling support to explain why planners are more likely to 
move than non-planners and why people who have greater 
ease in marshalling support are less likely to move than those 

have greater difficulty in doing so. Because planning for 
future care was measured as a dichotomous variable, as a 
result, we only know that plans were made or not. We are 
not sure if the plans were to move or for other reasons (e.g., 
will have home health care in order to age-in-place). We also 
know little about the concreteness of the plans—were they 
vague thoughts or had action taken toward these plans? Re-
finement of planning measures to address these issues could 
be quite valuable in developing interventions for older adults 
that increase their awareness as to why planning is useful 
and beneficial as well designing programs that aid in carry-
ing out concrete planning strategies.  

 Lastly, it should also be noted that the time frame consid-
ered between antecedents and the occurrence of the move 

spanned a relatively long time period (10 years). It is possi-
ble that some events have a greater impact if they happen 
during the year prior to the move (e.g., falls) while other 
events have a more delayed impact on moving (e.g., widow-
hood) [32]. In future research it will be useful to consider the 
temporal impact of stressors on making a move [87]. 

 Research on moving out of active living retirement 
communities has been limited; most research has focused on 
characteristics associated with “moving into” a retirement 
community. This study takes a first step toward understand-
ing agency in later life within the context of health and hous-
ing. This study identified that older adults do in fact engage 
in proactive strategies even when confronted with health-
related stressors associated with aging. Such strategies may 

serve as adaptive measures which contribute to person-
environment congruence and ultimately well-being. Never-
theless, future studies would benefit from examining how 

these proactive strategies influence the type of housing 
moved to and what strategies facilitate aging-in-place.  
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